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SHOULD VITAMIN D BE 
GIVEN ONLY TO INFANTS ? 


ITAMIN D has been so successful in preventing rickets during in. 


fancy that there has been little emphasis on continuing its use after 


the second year. 


But now a careful histologic study has been made which reveals 
a startlingly high incidence of rickets in children 2 to 14 years old. | 
Follis, Jackson, Eliot, and Park* report that postmortem examina- 
tion of 230 children of this age group showed the total prevalence 
of rickets to be 46.5%. 


Rachitic changes were present as late as the fourteenth year, and 
the incidence was higher among children dying from acute disease 
than in those dying of chronic disease. 

The authors conclude, “We doubt if slight degrees of rickets, 
such as we found in many of our children, interfere with health 
and development, but our studies as a whole afford reason to pro- 
long administration of vitamin D to the age limit of our study, the 
fourteenth year, and especially indicate the necessity to suspect and 
to take the necessary measures to guard against rickets in sick 
children.” 


*R.H. Follis, D. Jackson, M. M. Eliot, and E. A. Park: Prevalence of rickets in children 
between two and fourteen years of age, Am. J. Dis. Child. 66:1-11, July 1943. 


MEAD'S Oleum Percomorphum With Other Fish-Liver Oils and Viosterol is a potent 
source of vitamins A and D, which is well taken by older children because it can 
be given in small dosage or capsule form. This ease of administration favors 
continued year-round use, including periods of iliness. 


MEAD’S Oleum Percomorphum furnishes 60,000 vitamin A units and 8,500 vita- 
min B units per gram. Supplied in 10- and 50-cc. bottles. 83-mg. capsules now 
packed in bottles of 250. Ethically marketed. 


MEAD JOHNSON & COMPANY, Evansville 21, Ind., U.S.A. 
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AN EXPERIMENT IN DENTAL HEALTH EDUCATION* 
GREBA T. LOGAN 


Supervisor of Health Education 
Portland Public Schools, Portland, Oregon 


The Portland Public Schools have long felt the need for a 
change in the dental health program and have, through cooperative 
efforts, developed a plan which was presented to all school per- 
sonnel before the opening of school this fall. This revised and 
experimental program is the result of the work of a dental educa- 
tion committee, which studied the problem for several months under 
the direction of the curriculum council. 


The dental committee consisted of two dental hygienists, 
Supervisor of Dental Clinics, Head Hygienist, Medical Director, 
Curriculum Director, Directors of Elementary and Secondary 
Education, four teachers, Supervisor of Health Education, and 
Director of Research. The teachers and hygienists met regularly 
with the Supervisor of Health Education, and frequently called 
upon the others named as consultants. 

This committee reviewed various school dental programs, 
discussed plans most usable for Portland, and prepared the pro- 
gram which is now used as a basis for the experiment in dental 
health education. 

The personnel of the dental clinics provide the working group 
through which the project is functioning. There are at the present 
time, three dentists and eight hygienists, with a budget which 
allows for an increase in dentists when they are available. A 
central clinic is maintained for emergency cases only. These 
dentists work in the schools during the morning session, and carry 
on their own private practice during the afternoon. The hygienists 


‘are in the school for a full school day. This program is a part of 


the regular school program, and is administered through the office 
of the Superintendent of Schools in the same manner as other 
school activities. 

The previous plan for the dental clinics was based upon 
reparative work in the clinics which traveled from school to school, 


*Reprinted by permission from Dental Health, November, 1945, p. 6. 
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and upon the dental inspections which were carried on by the 
hygienist during her visits to the schools. It was thought that by 
having the dentist examine and chart the mouth of each child, 
accurate information would be obtained, upon which to base a 
conference and follow-up with each child. With this idea in mind, 
a program for experimentation resulted, based on the following 
objectives: 

a. Place more emphasis on dental education as a part of the 
total health program for the child. 

b. Place the dental program on a more adequate educational 
basis. 

c. Integrate the dental health program with the whole in- 
structional program. 

d. Help the child, through educational and follow-up, develop 
better dental habits and more desirable attitudes toward his 
responsibility for his dental needs. 

e. Develop knowledge, habits and attitudes without the use 
of extrinsic awards. 

f. Give more time to individual counseling and guidance, and 
to follow up with reports sent to the home. 

g. Place with the home the responsibility for the child’s dental 
program. 

h. Increase the usefulness of the dental clinics as an educa- 
tional experience for the child, and gradually decrease the 
necessity for its use for reparative work only. 

i. Secure more careful planning on the part of the principal, 
teacher and hygienist. 

The experimental clinic plan through which we hope to secure 
these results is being conducted in eight schools this year. The 
clinics, with dentist and hygienist, will remain in each school 
approximately eight weeks, the greater part of that time being 
spent examining, with a minimum number of cases taken for 
reparative work. The dentist, with the assistance of the hygienist, 
will examine the mouth of the pupils in the morning. The after- 
noon will be devoted to a follow-up conference between the hy- 
gienist and the children who were examined in the morning. 

During this conference and follow-up the hygienist will: 
Commend the child for good dental habits. 

Explain individual mouth chart to pupil. 

Discuss his dental health problems with him. 

Explain need for dental work. 

Explain good dental health practices—cleanliness, nutrition. 
Encourage each one to go to his own dentist. 
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g. Explain purpose of slips and send appropriate ones home 
to parents. This may include any of the following: 

(1) Note to parent stating the results of the examination. 
(Sent with each child after a conference.) 

(2) White slip for child’s own dentist to sign. 

(3) Yellow slip where it is positively known to be neces- 
sary that the work be done at the school clinic. (This, 
however, only after a home contact shows need.) 

(4) A slip to send child to central clinic in case of emer- 
gency. 

h. Ask the child to report back at a specified time to check on: 
(1) Progress made at home. 

(2) Dental appointments. 

(3) Change in dental habits. 

i. Confer with teacher, principal, and nurse to secure added 
information for determining disposal of case. 

j. Exhaust means for securing dental service through home 
responsibility before scheduling for reparative work at the 
school or at the central clinic. She will also: 

(1) Confer with principal, teacher, nurse and visiting 
teacher to secure their help and guidance in the pro- 
gram, report progress made and evaluate procedures. 

(2) Report findings to public health nurse. 

The mouth chart, which is used for instructional purposes, 
remains with the hygienist in the schools. A report of the dental 
examination is made on a regular form in triplicate, and one copy 
sent home with the child, in order that the parents may understand 
the program, the child’s needs, and be encouraged to go to their 
own family dentist. The hygienist will also confer with the 
teacher, principal, nurse, parent or others, in order that the best 
guidance be made available to the child. ; 

The project calls for definite planning and schedules made by 
the principal, the hygienist, the teacher, and others who may be 
of service in coordinating the program. This planning makes it 
possible for the teacher to prepare the children for the dental 
examination, and lay the ground-work for a more satisfying and 


understanding experience with the dentist. 


The experiment—involving dental examinations, mouth charts, 
conferences with pupils, and a follow-up program—is most chal- 
lenging in every respect. It will take time and effort to succeed. 

In order to evaluate the program, four control schools are 
maintained. They will be operated as in the past without the 
benefit of services of the clinic. The results of the experiment will 
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be compiled by the Department of Research and evaluated as it 
proceeds. 

In addition to this experimental plan for the use of the clinics, 
a program of inspections is carried out by other hygienists. Each 
hygienist has been assigned schools in which she will visit at least 
once each term. She will spend several consecutive days in each 
school and have a conference with each child. She will inspect the 
child’s teeth, give him the necessary information on dental care, 
and advise him how to meet his needs. The record forms which 
are used are made in triplicate, one for the teacher, one for the 
hygienist, and one for the home. The form indicates the findings 
of the hygienist at the time of inspection, and solicits the aid of 
the parent in the child’s dental health program. 

The hygienist confers with the principal, the teacher, the 
nurse, visiting teacher or others, and follows up specific cases as 
needed. The evaluation procedures are the same as for the experi- 
mental program. 


Since this is an educational program, the dental hygienists 
signified a desire to participate in a series of four conferences for 
the purpose of better understanding the total school program. 
Through this understanding, they hope to be of more service to the 
schools. The plan consisted of four meetings with the following 
directors and supervisors participating: 

1. Topic: “The place of the dental program in the entire edu- 

cational program of the school.” 
Director of Curriculum 
Director of Elementary Education. 
Director of Secondary Education 

2. “The dental program as a part of the complete health pro- 

gram.” 
Medical Director 
“The cooperative program developed by the public health 
nurse and the dental hygienist.” 
Supervisor of Nurses 
This meeting was attended by the nurses. 

3. “The cooperative program developed by the visiting teacher 
and the dental hygienist. Emphasis will be placed on 
teacher-pupil-home conferences and techniques of inter- 
viewing.” 

Supervisor of Visiting Teachers 
Visiting teachers were invited to this meeting. 
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4. Problems of Research and Records. 
Director of Research 

A conference was also held with the school dentists. Before 
school began, the dental program was presented to all principals 
with the suggestion that the hygienists be given time at a staff 
meeting to explain the various procedures. The hygienists con- 
tacted the principals of their schools and made specific arrange- 
ments to present the program to the teachers. The dental program 
in the schools has always been of concern to the Dental Association, 
and through them the dentists in the community are informed 
regarding the program. 

After a year or two of experience with the program, and mak- 
ing adjustments and improvements, it is hoped to have a more 
satisfactory plan for dental health education in the Portland Public 
Schools. 

* * * + * 

The Report of the Tuberculosis Committee of the American 
Student Health Association (Student Health and Health Services 
at the College Level) has in it some disturbing statistics,—There 
were 636 new student cases of tuberculosis diagnosed during the 
year in 400 collegiate institutions. Of this number, only 14 were 
accounted for by 114 colleges which provide no routine case-finding 
program. Eighty cases of tuberculosis were discovered among food 
handlers, faculty members and other non-student personnel. Stu- 
dent withdrawals from college to undergo treatment for tuberculosis 
numbered 169. And, again worthy of emphasis, we believe, is the 
large number of students returning to college following a previous 
diagnosis of tuberculosis—319. 

Of special interest, we believe, is the significant increase in 
the number of students found to have tuberculosis in 1943-44 as 
compared with the previous year. The enrollment at 267 colleges 
having programs in 1942-43 was 406,626, while the 282 colleges 
with programs this year had a total of 286,018 students. This 
represents a decrease of 120,608 students in attendance at those 
colleges sponsoring case-finding programs. In 1942-1943 there 
were 522 new cases of tuberculosis reported, a rate of 128.3 cases 
per 100,000 students. This year 622 new cases of tuberculosis were 
diagnosed, a rate of 213.9 per 100,000. 

It is possible that this increase reflects improvement in the 
quality of effectiveness of case-finding procedures at many of our 
colleges. Reports from quite a number of institutions indicate very 
definite progress in developing more adequate programs of tuber- 
culosis case-finding. Journal Lancet, December, 1945, p. 418. 
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THE CONSERVATION OF HEARING IN SCHOOL CHILDREN 
JOINT COMMITTEE REPORT 
The Joint Committee on Health Problems in Education, at its 
1945 meeting in Chicago, adopted the following statement and 
authorized its publication. 
Need For a Program 
Hearing is one of the most important avenues for learning, 
and is directly related to efficiency and safety in living. Defective 
hearing is impaired health. Deafness and impaired hearing are 
major problems of public education, public health, and preventive 
medicine. 
According to various estimates, approximately 60,000 school 
children in the United States are totally deaf. It is estimated that 
from 3 to 5 per cent of the total population in the United States 
have some degree of hearing loss. The loss may range from a very 
slight one to total deafness. 
Physicians indicate that hearing defects are due frequently to 
inflammation in the middle ear during infancy and early childhood. 
Hearing impairments in children often result from such commun- 
icable diseases as scarlet fever, measles, meningitis, colds and other 
respiratory infections, particularly if neglected. The majority of 
cases of impaired hearing are preventable; therefore, the first 
objective in a program of hearing conservation is the early detec- 
tion of defects and removal of causes. 
Early detection of defective hearing is one of the teacher's 
functions. A child may lose a considerable amount of hearing 
acuity without being aware of the loss and hence fail to seek med- 
ical aid until too late. The total problem is one of prevention, 
examination, diagnosis, treatment and rehabilitation. Obviously, 
the school must play an important part in solving the problems of 
speech defects, retardation, inferiority complexes and emotional 
maladjustments resulting from defective hearing. 
The most effective means for reducing the high incidence of 
hearing defects is through close teacher observation, periodic test- 
ing of the hearing of all school pupils and the medical follow-up 
of those having defects. The alert teacher is expected to detect 
functional signs of impaired hearing in children by observing such 
, things as inattentiveness, excessive noisiness, or inability to repeat 
accurately things heard. Tests of hearing should be made by a 
teacher or nurse under general medical supervision.: The object of 
mass screening tests is to locate pupils who have hearing defi- 
ciencies which justify a thorough otological examination and sub- 


sequent treatment by a skilled physician. In the mass testing of 


= 

In 
us 
| ‘ 
T 

te 
cl 
te 
te 
tl 
4 1 
| 
1 
T 
cory 

a 


THE JOURNAL OF SCHOOL HEALTH 37 


pupils, efforts should be made to avoid errors due to noise, haste 
in applying the tests, variations in the calibration of instruments 
used and the training and experience of the — 

Testing Techniques 


The three most commonly used an for finding children 
with impaired hearing are the voice, the watch and the audiometric 
tests. In the voice test, the whisperd voice should be used. The 
child is stationed 20 feet from the teacher, faces away from the 
teacher, and one ear is closed with his hand while the other is 
tested. He is instructed to repeat words or numbers uttered by 
the teacher. If unable to hear at 20 feet, he is tested at 15 and at 
10 feet. If he cannot hear at 20 but hears at 15 feet, the record is 
15/20, and if he hears at 10 but not at 15 feet, the hearing is 10/20. 
This latter notation means that the pupil hears at 10 feet the words 
or numbers that a normal ear would hear at 20 feet distance. The 
voice test is practical and simple to administer, and may be used as 
a temporary screening measure. 


Since there are so many varieties of voices, some testers prefer 
to use a stop watch. In this test, the room should be quiet and the 
pupil should keep his eyes shut. The examiner stands behind the 
child with the watch held in the palm of the hand toward one of 
the ears and on a level with it. The opposite ear must be covered 
or closed by means of finger pressure. Hold the watch near the 
ear and gradually carry it farther away. Repeat the test with the 
other ear. Variations in the loudness of tick in different watches 
makes necessary calibration of the watch. Record the distance at 
which the child hears the tick. 


Development of the audiometer for measuring hearing acuity 
has made possible more accurate testing than could be done by the 
voice, watch tick or tuning fork. The phonograph audiometer has 
been used in schools for screening purposes. Pupils suspected of 
having defects are re-tested by a pure tone or pitch range 
audiometer and those with significant hearing losses are referred 
to a physician preferably an otologist, for further examination. 
But screening tests made with the phonograph audiometer fail to 
find more than fifty per cent of the pupils who really have signi- 
ficant hearing losses. The limitations of this instrument are that 
it does not disclose losses for the higher frequencies and it cannot 
be used in testing pupils too young to write numbers. Hence, in 
securing equipment, the pure tone audiometer is. preferable for 
testing school children of all ages. In recording the nein of the 
hearing tests, an audiogram (chart) is used. 
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Follow-up Program 

When a hard-of-hearing child is found, the parents should be 
notified and arrangements made for referral to the family physician 
or otologist for treatment. 


Successful wearing of a hearing aid involves instruction and 
certain precautions. Opinions differ as to the earliest age at which 
a child can be expected to wear a modern hearing aid satisfactorily. 
Except in a few instances, a child five years old is not sufficiently 
advanced to understand the necessary instructions and to carry 
them out intelligently. 


Recognizing that the modern hearing aid is a notable achieve- 
ment, it is still a fragile instrument in the hands of an active child. 
The crystals in the microphones and receivers are delicate. The 
tiny vacuum tubes are easily damaged, the batteries become ex- 
hausted, too much moisture will render the aid unusable and the 
aids require careful attention which youngsters are not apt to give. 
Subjecting a hearing aid inadvertently to temperatures of 120° 
to 125° F. for several hours will make it inoperative. These tem- 
peratures are reached in a closed car in the sun on a hot summer 
day and also on the top of a radiator in the house during the winter. 
Deaf and hard-of-hearing children should have their school 
programs modified. They may be assigned to special schools or 
classes for the deafened, to special classes for the hard-of-hearing. 
Whenever possible programs should be adjusted in the regular 
classroom. To compensate for defective hearing, special attention 
must be given to lip reading, speech correction, social adjustment, 
vocational training and occupational placement. 

Children with hearing losses may be classified into three 
groups: (1) those in need of lip reading, (2) those in need of lip 
reading and a hearing aid, and (3) those who need individual or 
institutional instruction. There has been great improvement in 
the quality and convenience of hearing aids in recent years. The 
selection of a hearing aid to meet the requirements of an individual 
should be made by a competent otologist. 


Recommendations 

1. That the program for conservation of the hearing of school 
children be an integral part of the school health program. 

2. That the State Department of Health, the State Department of 
Education, and the State Medical Society of each state cooperate 
in formulating a practical, economical and standardized pro- 
gram for conservation of the hearing of school children. Com- 
petent supervision should be available to insure adequacy and 
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uniformity of the program. 


. That instruction in the conservation of hearing be included in 


college courses required for the training of teachers and nurses. 
That the program in each state be uniformly applied in the 
public, parochial and private schools. 

That schools adopt definite plans for the testing of pupils, for 
securing the treatment of children with defective hearing, and 
for special education for those with hearing losses. 

That audiometers be owned by school districts having a school 
enrollment of 600 or more, and that the state furnish them for 
use in the smaller districts with limited budgets. 

To insure uniformity and accuracy, that only audiometers ac- 
cepted by the Council on Physical Medicine of the American 
Medical Association be used, and that only properly trained 
persons make the tests. 

That schools educate children to avoid colds and other respira- 
tory infections and to give proper care to the ears. 


Sources of Information 


Schools may secure information from the following sources: 
The American Society for the Hard-of-Hearing, with offices at 
1537 35th St., N.W., Washington 7, D.C. 

The American Speech Correction Association, Terre Haute, 
Indiana. 
The American Academy of Ophthalmology and Otolaryngology, 
100 First Ave. Bldg., Rochester, Minnesota. 
The American Medical Association Council on Physical Medi- 
cine, Hygeia, and the Bureau of Health Education, all at 535 
North Dearborn Street, Chicago 10, Illnois. 
International Council for Exceptional Children, a Department 
of the National Education Association, 1201 16th St., N.W., 
Washington, D.C. 
Sub-Committee : 

A. J. CHESLEY 

GLENVILLE GIDDINGS 

THURMAN B. RICE 

WILLIS A. SUTTON 

N. P. NEILSON, Chairman 
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HEARING DEFECTS IN CHILDREN — A CHALLENGE 
A. E. REcTOoR, M.D., F.A.C.S. 
Member, Wisconsin State Board of Health 
Studies of reports of numerous surveys over the country show 
conclusively that one in every ten school children has a hearing 


defect of some degree that may prove a serious handicap during 
life. 


Eighty per cent of the hearing defects in children occur sec- 


ondarily to acute colds (infections of the upper respiratory tract), 
influenza and the erythematous childhood diseases (measles, 


mumps, scarlet fever, chicken-pox, diphtheria, whooping cough, 
. ete.) 
Most writers tell us the proper procedure to prevent deafness 


mit, but only too often we discover it to be a program of too little 
and too late. 

Dr. MacKaye, pediatrician at the University of Michigan, 
states that among the causes of deafness are “lack of knowing and 
lack of doing.” This trend of thought indicates the need of some 
type of preventive program that will prove itself simpler, more ef- 
fective and economical than a hurried testing program followed by 
a hunt for cure-alls after the damage is done. 

Our program for the prevention of deafness must start long 
before school testing age. It needs to be based upon education and 
preventive care. It begins early in the prenatal period and is car- 
ried on continuously throughout the child’s life by a joint force of 
parents, family physician, pediatrician, private nurse, public health 
nurse, teacher and otologist. 

We believe that such an early and continuous program of edu- 
cation and proper care would either prevent entirely or remedy at 
least 80 per cent of all hearing defects which now show up in 
school children, and that permanent loss or advancing handicap 
can be stopped in the large percentage of cases. 

1. Teach the young mother how to keep the child well, which 
means proper diet, cleanliness and early training in personal hab- 
its, proper child rest hours, adequate clothing, avoidance of contact 
with persons afflicted with colds and infectious or contagious dis- 
eases. 

2. When evidence of illness occurs, teach rest in bed (a child 
learns these things early), reduce food supply, give plenty of 
fluids, keep the child warm and dry. These measures alone will 
clear 50 per cent of acute upper respiratory diseases. If the dis- 


‘is the periodical testing of school children. Helpful, we will ad-. 
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eases prove persistent or recur frequently, the physician should be 
seen too early rather than too late. In case of colds, obstructed 
nasal breathing, excessive nasal and post nasal excretions and 
coughs, beware of well-meant but ill-advised suggestions of friends, 
relatives and neighbors regarding nose drops, cough nostrums and 
the like. The treatment above outlined will prevent at least half of 
the deep and prolonged infections of tonsils, adenoids and sinus in- 
fections which cause the great majority of perforated ear drums 
and chronic inflammation of the inner ear, which are the great 
destroyers of children’s hearing. 

When symptoms of the communicable diseases appear, the 
child should be seen early by the family physician so that he may 
instruct the parents how to protect the rest of the family, as well 
as to care for the patient. Also, it is necessary to provide proper 
quarantine for the protection of others in the community. 

Should ear ache develop and persist even for a few hours, or if 
it becomes severe, the child should have immediate medical atten- 
tion. If an abscess is forming back of the drum it is urgent that 
it be opened early in order to prevent extension and further com- 
plications, as well as to shorten the course of the disease. A simple 
opening of the drum saves much pain and heals sooner than a 
round, out of position self rupture, and also saves many compli- 
cations. 

3. If these procedures fail and the case reaches a sub-acute or 
chronic stage these facts should be noted early and the case not 
left to drift simply because the child feels better, shows little in- 
crease in temperature and wants to play. Now it begins to be im- 
portant to determine fully what retards recovery. At this stage it 
is essential that the child should receive the best skilled medical 
service available if permanent damage to his hearing is to be pre- 
vented. Prompt diagnosis and treatment of sub-acute or chronic 
ear infections will greatly reduce the number of cases with per- 
manently damaged ears. 

There are other types of deafness which must be mentioned 
briefly. Loss of hearing due to trauma may occur at any age. In 
this modern era of fast automobiles, swift airplanes, high-powered 
war explosives, industrial noises and extreme temperature changes, 
there is need to look more closely at that growing group of adults 
who develop deafness from these causes. 

Another type of deafness comes under the group of nerve defi- 
ciencies, due to heredity, drugs, blood disease, meningitis and other 
causes. This type is more difficult, both as to diagnosis and treat- 
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ment. For the unfortunate ones in this class, as well as all cases of 
hearing loss that are not curable, our program can make it possible 
for them to lead happier and more useful lives by teaching them 
lip reading and the use of hearing aids when the latter can be of 
assistance. This activity alone will help thousands to carry on. 


This brief outline is not intended as a full and effective pro- 
gram. It merely suggests the urgency of preventive measures and 
points the warnings of neglect. The school offers the best oppor- 
tunity for discovering hearing defects in children, but our present 
programs for detecting and correcting these deficiencies leave much 
to be desired. Parents and teachers should watch the school child 
for the little tell-tale signs of hearing difficulties. Any inattentive- 
ness in work, any lowering of efficiency in studies, should call for 
careful observation to see if the underlying cause may be loss of 
hearing. Too frequently children who are unable to hear well lose 
interest in their studies. Unable to keep up with the other children 
in school work and on the playground, the handicapped child quick- 
ly loses ground in the teaching program, besides developing per- 
sonality problems. A careful school testing program must be car- 
ried on and when deficiencies are noted the time has arrived for 
close team-work and study of the individual case. 


This is the challenge to parents, teachers, nurses (both public 
and private), family physicians, pediatricians and otologists. Each 
has a role in preventing deafness and correcting hearing loss. Each 
must have the opportunity at the proper time to do his part. Co- 
operation of all these individuals and professions is the only hope 
for bringing lasting service to the crippled hearing group and re- 
ducing that substantial group of our population which is handi- 
capped by defective hearing. 


* * * * 


Outbreak of “Mysterious Disease,”—-Newspapers report the 
recent closing of the public schools in Waterville, Maine, because 
of a “mysterious disease” which caused the death of four children 
and forced nearly five hundred of the two thousand seven hundred 
pupils in the city schools to be absent from classes. According to 
the reports, November 15, Dr. Arthur R. Daviau, city health officer, 
attributed the outbreak to “diphtheria and something else” which 
had not been identified. The order not only closed the schools, but 
banned the pupils from theaters and other public places. The Journal 
of the American Medical Association, December 22, 1945, p. 1215. 
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MENTAL HEALTH PROBLEMS IN SCHOOL 
EUGENIA S. CAMERON, M.D. 
Director of Mental Health, Wisconsin State Board of Health 


The importance of well planned programs for mental health 
can be grasped only when the magnitude of the problem is realized. 
One out of every 20 of the estimated half million children enrolled 
in Wisconsin’s schools will some day need to be admitted to a 
psychiatric hospital and 10 per cent will have breakdowns of lesser 
severity. At least 25 per cent will go to their doctors with bodily 
complaints which have mainly an emotional basis. Many more will 
just be unhappy. Yet here they are in schools today with poten- 
tialities for successful living. Very few at school age are as yet 
failures, but too many behave in ways which show that all is not 
going well. 


Of what concern is this to the school? The health of the child 
is a responsibility the school has come to share with parents. The 
many hours spent in the school environment certainly help deter- 
mine the state of the child’s mental health. A school is not primar- 
ily an institution for the imparting of facts. It is not a prepara- 
tion for life. It is itself a way of living. For the child, it is a 
series of personal and social contacts in the first larger group in 
his life. It should help him mature into a socialized member of his 
community. 


Those school activities which promote a sense of group integ- 
rity can be used to build in the child a sense of sharing and of so- 
cial responsibility. Any method which discourages children from 
working together is destructive to the growth of group spirit. For- 
bidding children to discuss their work, preventing them from help- 
ing one another, pitting child against child in competition—these 
hinder wholesome development. What can a child learn for his 
own future happiness that is more important than how to live with 
others, share their thoughts and understand them? 


Every child needs to feel that he is part of the group, accepted 
and liked, considered adequate and competent. Ways of attaining 
this feeling may differ, as every child is unique. Each brings with 
him a different hereditary background, different constitution, dif- 
ferent past experiences. Even the situation in the classroom has 
a different meaning for him than it has for others. He is what he 
is. What is expected of him must have some relationship to what 
he can really accomplish with his particular makeup. Satisfaction 
and contentment will come from achievement. The child can feel 
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competent and adequate only if demands are set at a level which 
he can attain. Then he can be given honest recognition because he 
succeeds in terms of his own individual capacity. Ambitious par- 
ents and overconscientious teachers often make too great demands 
and make children feel incompetent. Much maladjustment is due 
to a sense of failure on the part of the child. Experiencing success 
is essential for growth of self-confidence. For each child, tasks he 
can really do will have to be found. 


To meet the needs of the child in his school experience the 
teacher must observe and understand him. School people are in a 
strategic position to observe each child under all sorts of situations 
that bring out his various reactions. The teacher must cultivate 
this ability and interpret the meaning of his behavior. She must 
understand that undesirable behavior lias its special significance. 
She must be objective, realizing that it is a challenge to her under- 
standing rather than a personal affront. Once she has done this 
she has made a start towards helping the child. 

Difficult behavior always has a cause. It is the child’s way of 

trying to solve some problem or to fill some unmet need. The cause 
may be in the school situation itself, in too difficult academic work 
or in a poor relationship with the teacher. Perhaps the child is not 
accepted by others. He does not participate in group play. The 
cause may arise in the home but find an outlet in the school. There 
may even be a deep-seated personal problem. Whatever the cause, 
it is well worth discovering early. Children are so much more 
responsive to early treatment. 
The whole life experience of the child must be considered. The 
school must be able to cooperate with the parents and understand 
how the home situation contributes to the behavior difficulty. The 
child’s physical status, his abilities and handicaps, his attitudes, 
interests, hopes and desires must all be understood. Even such 
simple symptoms as restlessness or inability to concentrate have a 
variety of cause. The child may be ill. Work may be too advanced 
or, on the other hand, he may be bored by material which is not 
sufficiently challenging. His reactions may express tension due to 
home problems or possibly to thoughts arising from personal con- 
flicts. Teachers must study all the factors in order to guide the 
child to good mental health. One responsibility of school people is 
to recognize problems and insofar as possible to provide school ex- 
periences which answer the needs of each child. 

No teacher fails to look upon truancy, lying, stealing or cheat- 
ing as problems. Disobedience, impudence, clowning—any behavior 
that disrupts the classroom routine is not overlooked. Aggressive 
forms of symptoms call attention to themselves. However, the shy, 
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passive, timid, fearful, withdrawn child is all too often considered 
a model pupil, yet he may be the very one who needs help most. 
Such a child’s social adjustment is not satisfactory even though his 
school conduct and academic work are good. The true criterion of 
school success should be the progress that a child makes in learn- 
ing to live with others in a real world. That is by far the most 
important of all his school lessons. Parents and teachers who un- 
derstand his needs and work together to fill them can prevent much 
unhappiness among children. 

Individualized study is necessary for any child with persistent 
unacceptable behavior. Sometimes, especially when the cause seems 
to be deep-seated, involving personal conflicts, the help of special- 
ists should be sought. This ought not to be a last resort, but one of 
the very early measures, so that complete diagnosis and clear un- 
derstanding can be reached as quickly as possible. Services of child 
psychiatrists are available in several counties. School people 
should encourage parents to use these services for those children 
who have behavior problems or personality disorders. Early recog- 
nition, diagnosis, and treatment are necessary if the great burden 
of mental illness and social maladjustment is ever to be reduced. 

* * * * * 

Football Fatalities,—There were 17 deaths attributed directly 
to football during 1944, one of them the first college football fatality 
since 1940, newspapers reported January 13 The total number was 
6 more than in 1943, but was 14 under the peak of 31 in 1931, when 
the first of the surveys of this group of deaths was made by Frank 
S. Lloyd, Pf.D., then at New York University, and Fielding H. Yost 
of the University of Michigan, Ann Arbor. Five deaths were among 
players on sand lot teams, 2 on athletic club teams and 9 in high 
schools. The most frequent cause of death was cerebral hemor- 
rhage. In a report to the National Collegiate Athletic Association, 
Floyd R. Eastwood, Pd.D., professor of physical education for men, 
Purdue University, Lafayette, Ind., stated that “the head still has 
not been adequately protected against injury in light of the con- 
tinually increasing number of these injuries.” The report listed 
halfbacks as occupying the most hazardous position. Fatalities at 
this spot made up 18.8 per cent of the total. Others were ends 11.7 
per cent, tackles 7.4 per cent, fullbacks 6.6 per cent, quarterbacks 
5.5 per cent, and guards 5.1 per cent. Injuries suffered making 
tackles accounted for 30.8 per cent of the fatalities. The next most 
frequent cause was blocking, with 10.2 per cent. Dr. Eastwood said 
the survey showed that most of the fatal injuries still occur in the 
second and fourth periods of games, which appears still a further 
reason for more frequent substitutions. The Journal A.M.A. Feb. 10, 
1945, p. 348. 
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NATIONAL CONFERENCE FOR COOPERATION 
IN HEALTH EDUCATION* 


Subcommittee on Environment 
Dr. THURMAN RICE, Chairman 


Dr. HAROLD MITCHELL MR. FRANKLIN ARMSTRONG 
MRs. FLORINE ELREY Miss Mary Ross 
A. General Introductory Statement 

The school child is obviously highly dependent in his general 
health and welfare upon his environment. High standards of en- 
vironmental hygiene are achieved through decisions and execution 
of plans to provide, improve, use and maintain the facilities, equip- 
ment and personnel provided for the protection of the children and 
the school staff. 

The school physician (of whatever rank) should make himself 
aware of the various environmental influences—both good and 
bad—which affect the lives of the children and staff. Having made 
himself aware of these influences, he should interpret in the light 
of his specialized experience these various health factors to the 
proper authorities and citizenry. The giving of helpful medical 
advice for evaluation and interpretation of the relative weight of 
health assets and liabilities is the peculiar function of the school 
physician. He should make it a point to stress and emphasize such 
advantages as the community may afford to the end that such 
assets may be as fully used as possible and that the community 
pride may be engendered. He should use his good offices to direct 
and organize public opinion into orderly democratic channels for 
correction and improvement. 

After the school physician (of whatever rank) has respectfully 
offered suggestions for abatement or improvement to the proper 
authorities (medical or administrative) and finds that corrective 
action from such sources is not forthcoming, he should have the 
privilege of approaching—without prejudice—higher health or ad- 
ministrative authorities (such as City Board of Health, State 
Health Department, U. S. Public Health Service, or special con- 
sultant groups for expert advice and counsel) for the purpose of 
formulating public opinion to the end that remedial measures be 
taken in accord with good democratic procedure. 

Throughout this Sub-committee report, we shall use the term 


*The Conference divided into several Sub-committees: Environment, in- 
cluding physical, mental and emotional, and the duties and training of the 
School Physician; Medical Service; Home and Community Relations; and 
Education. 
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“School Physician” in the generic sense. The distinction between 
the “Medical Director” and the ‘Staff Physician” has been kept in 
mind, however. To the Medical Director should be assigned those 
activities which fall within the field of health administration. To 
the Staff Physician should be assigned those activities which fall 
directly within the field of individual health problems of a par- 
ticular child. 

B. Definition of Environment 

Environment is here defined as being the total of all influ- 
ences in the school or school neighborhood which may affect in 
either a good or a bad way the physical, mental or emotional wel- 
fare of the children, staff, or school community. 

The school physician will be expected to exercise reasonable 
supervisory control over items in the physical environment which 
may affect either favorably or unfavorably the health, happiness, 
and welfare of the school child or staff. 

I. Physcal Environment: 
1. It is of first importance that there be some adequate, safe, and 
acceptable way of disposing of human excrement. 
2. There must be an abundant supply of safe, potable water. 


3. All milk served should be pasteurized and should meet the 
standards of the A.P.H.A. 

4. Food served to children should be clean, nutritious, and attrac- 
tive. 

a. Home supplies should be improved, if possible, through 
health education. 

b. The school lunch or cafeteria should be under the general 
surveillance of the school physician responsible for en- 
vironment. 

c. Concessions in the school (candy stand, coke machine, milk 
bar) should be subject to support, improvement or closure 
by the school physician in charge. 

d. Food, candy or confectionery stands or establishments in 
the neighborhoods catering to school children are part of 
the school environment and as such should come under the 
purveiw of the school physician who may make such recom- 
mendations to the school or health board as seems indi- 
cated. (In the exercise of his duties in trying to control 
food supplies the school physician should have the privilege 
of asking for such sanitary surveys and laboratories as 
may be available from city, state, or other sources. He 
will be expected to use common sense and good medical and 
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sanitary judgment in either making the inspections himself 
or getting competent help in such work.) 

. The heating facilities, light, condition of the air, sources of 
noise, and acoustic control shall be considered part of the 
environment. 

. Health, and safety hazards in the school, school grounds, and 
approaches to the school grounds are part of the environment. 

. There should be furnished adequate facilities and supplies for 
hand washing. 

. Janitor service, supplies, and personnel should be adequate for 
the school body using the building and grounds. 

. Inasmuch as the individual health of the children and staff is 
an important item in environment and should be under the 
surveillance of the school physician, this item shall be called a 
part of the school environment. Particular attention is hereby 
called to the following phases of this question. 

a. Tuberculosis in students and staff. Tests and examinations 
for the detection and removal of open cases in both students 
and staff are urgently needed. 

b. Facilities for the isolation of acute, transmissible infections 
are imperative. 

. Adequate medical services with suitable space and equipment 
must be furnished. The purpose here is that of protecting the 
environment of the healthy children as well as the care of 
those actually ill. 


II. Mental and Emotional Environment : 

In order that children in the school room may do well in their 
school work, it is necessary that they be happy and contented ; free 
from artificial restraints (insofar as that is possible) and able to 
develop in a sound and natural manner. Shattered nerves and 
twisted personalities may easily arise out of bad mental and emo- 
tional experiences in school. 

1. The personality of the teacher is the most important environ- 
ment factor influencing the mental and emotional health of 
the children. The following items are of great importance: 
a. Emotional stability and control. 

b. Good physical health and appearance. 

ce. Attractive personality. 

d. Wholesome attitude toward life and the school. 

e. Common sense and fairness. 


. Likewise the school administration may exert a profound effect 
upon the mental and emotional environment as it may aug- 
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PHYSICAL FITNESS 


DENTAL HEALTH PERSONAL GROOMING 


(For Junior and Senior High School 


level.) ‘‘Exercise is Vital’’ chart plus 
“Am | Physically Fit?’ student folders 
(including check sheets). 


(For both Elementary and eed 
levels.) 5-Way Plan for El 


(For High School and College.) NEW 
Gr ing-for-School charts in color, 


classes and special material for high 
school groups. 


NEW Teacher's Manual; student leaf- 
lets. Also Hand Care Programs. 


Yours...Free! These Teaching Helps 
for Better Health and Grooming! 


Send today for this visual material to 
liven your Programs. 


I8 SUCCESSFUL health and grooming pro- 
grams — visual aids can motivate new inter- 
est in your groups. So to help your teachers to 
establish good personal care practises in their 
groups, we offer you this scientifically planned 
material, free. 
Enthusiastic teachers often tell us how much 


interest has been created by the use of our 
graphic full-color wall charts, student mate- 
rial and teaching manuals. 

So check the programs suitable for the grade 
levels under your supervision, including “Mus- 
cles and Exercise,” ‘Dental Health,” “Hand 
Care” and “Body Cleanliness.” Note that they 
include a number of mew aids. Then fill out 
the coupon below and mail it to us today for 
your free copies. 


Bristol-Myers Co., Dept. JS- 26, 630 Fifth Avenue, New York 20, New York 
I prefer the following method for making this interesting, FREE 
health material available for use by my teaching staff: 

‘. Attached is a list of teach- OR 20 Send me copies of your catalog of free OR 3, 

ers on my staff (with sub- teaching aids in quantity so that I can 

ject taught and gradelevel) turn one over to each interested teach- 

so that you can offer each er for ordering this material direct. 

one the most helpful ma- -Number of catalogs. 

terial direct. 
My consists of the 
Teachers (Grade 1-6) sien Health and Physical Education Teachers (Jr. & Sr. High School) 
uarnianon Home Economics Teachers (Jr. & Sr. High School) ..... Vocational Subject Teachers (Jr. & Sr. High School) 


.---Deans and Counselors (Jr. & Sr. High School) 


Send me one set of the wall charts 
together with student pieces so I 
can examine the material and de- 
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ment or interfere with the functioning of the routine activities 
of the children and the staff. Items of importance are: 

A stable, consistent, reasonable discipline. 

A sound, integrated curriculum. 

Provision for promotion of teachers. 

Adequate pay for staff, with a definite salary schedule. 
Sound principles of tenure and provision for retirement 
and sabatical leave. 


. The building in which the school is housed is capable of exer- 


cising a definite influence upon the mental and emotional 

health of the children and teachers therein housed. 

a. Rooms should be attractive in color and design. 

b. They should be well lighted, clean, —e to their func- 
tion, not crowded. 

Much the same may be said of appearance of all school equip- 

ment. 

a. Seats, desks, tables, lockers, toilets. 


. The curriculum plays an important role in the mental and 


emotional environment. 

a. Arrangement and length of periods for lunch, rest, play, 
and study. 

b. Allowance for individual difference. 

c. Hygienic planning of the activities of the school day with 
regard to sequence and arrangement. 

. The neighborhood of the school is an important part of the 

mental and emotional environment of the school and as such 

comes under the purveiw of the school physician who should 

take such legal and persuasive measures to improve it as may 

seem feasible and expedient. Particular attention is called to 

such factors as: 

a. Noise, odor, drainage. 

b. Good and bad recreational facilities. 

ce. Anti-social activities. 

d. Immoral demonstrations. 

e. Racial, political, or other disturbances. 


. To the end that the school environment be as wholesome and 


cheerful as possible, it is imperative that pathological cases, 
whether infectious or not, be either corrected or removed from 
the general school classrooms and corridors. The school phy- 
sician should make himself aware of such cases and strive for 
their correction or the accommodation of such children in 
special education classes or institutions where they will profit 
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most. When such facilities do not exist, he should initiate steps 
for the procurement of the same. 

8. All other influences which have the effect of setting the school 
program on a high or low level should receive the attention of 
the school physician with the hope in mind that such influences 
be preserved, eliminated, or improved as the welfare of the 
school children and staff may indicate. 


C. Duties and Training of the School Physician 
I. Duties: 


1. It shall be the duty of the school physician or medical director 
to interest himself in all matters pertaining to the environment 
of the school as above set forth or as common sense may indi- 
cate, and to make suggestions, and offer plans for the contin- 
uation of those factors which are good or the eradication or 
improvement of those which are bad. In doing this he will be 
doing his duty and should be protected by his superior author- 
ities provided he uses good sense and methods which are 
acceptable to a democratic community. As examples of duties 
which are properly under his professional purview, we cite the 
following: 


a. He may be the deciding factor (along with other physi- 
cians) in deciding when a given teacher under tenure 
should be retired as being unfit because of senility, or men- 
tal or physical deterioration to be in charge of a school 
room. This function is his because he is in position to see 
the effect of such a teacher upon children and other teach- 
ers. 

b. He will have many opportunities to serve on committees 
attempting to improve civic, community, or school relations. 

c. He should offer constructive suggestions and comment on 
good and bad items in the environment, using this publicity 
to improve conditions and to improve the public relations of 
the school. 

d. He should interpret to the community and the school 
patrons the various problems of the school. 

e. He should make pertinent recommendations to the school 
administrators and health authorities. 

f. He should affiliate himself with the various professional 
groups to which the nature of his work might suggest 
eligibility for membership. 

g. He should, of course, perform the routine duties of his 
position in the best traditions of his profession. 


52 THE JOURNAL OF SCHOOL HEALTH | 


II. Training: 


1. We accept the Report of the Committee on Professional Educa- 
tion (Educational Qualifications of School Physicians) of the 
American Public Health Association (American Journal of 
Public Health, September, 1944) as being probably the best 
statement of its kind. To the requirements therein set forth 
we wish to add a paragraph as follows: 


In service training: © 
Current reading in professional matters. 
Attendance at meetings, conferences, and seminars. 
Short courses given in universities and clinics. 
Participation in ‘Work Shops” related to school affairs. 
Concerning school architecture and school planning. 


Willingness to learn to do the additional duties herein sug- 
gested. 


mone 


D. General Statements 
1. Compensation: 

The school physician should be paid a salary which will encour- 
age good work and adequate preparation for doing a good job in 
this most important medical function. Such an adequate salary 
will have the effect of increasing or maintaining the prestige of 
the school physician in the community. 

II. Tenure: 

He should be free from political pressure and should continue 
in his position so long as he wishes provided his work is competent. 
The only consideration favoring or disfavoring his employment 
or continuation in employment should be those having to do with his 
competence, merit, and integrity as a citizen in the community. 
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EDITORIAL 

On page 54 of this Journal is an abstract of an article by 
George M. Wheatley, M.D., in which he quotes some of the reactions 
of students to various activities of the school health program as 
these are actually carried on. 

These comments of students make up a scathing criticism of 
school health work as carried on in their communities, and the 
criticisms run the whole range from school sanitation, and insani- 
tary procedures connected with physical education, to the poor 
teaching in the field of health and the lackadaisical attitude of those 
teaching or administering. 

What seems to us to be the most fundamental comment of Dr. 
Wheatley is this, “The whole concept of physical well-being as a 
positive aim in itself seems wholly foreign to these young people. 
Almost more important, at no time was there any admission that 
their own health could, by any stretch of the imagination, be their 
own responsibility.” 

This is a basic weakness in our whole educational procedure. 
We do too much to and for pupils, but fail to emphasize the need of 
doing for himself. He seldom is pushed into situations where he 
must rescue himself. Even his games and sports are run by the 
coach on the bench. A too paternal bureaucratic government, spend- 
ing public money with a profligate hand, tends to make, we some- 
times feel tries to make, a too dependent citizenry more dependent 
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on agencies outside himself for education, insurance, old age secur- 
ity, and health repair. 

This attitude of dependency which has been created, probably 
is largely responsible for the fact that the percentage of physical 
defects among draftees practically trebles in the decade after 
eighteen years of age, the decade after leaving the close supervision 
of school life. 

Individualism made this country great; it cannot be maintained 
indefinitely in a condition of dependency. On every side we see evi- 
dences that we have failed to instill this feeling that we are 
responsible for our own health and welfare.—C. H. K. 

ABSTRACTS AND NOTES 

School Health Programs as the Students See Them,—Some 
months ago I had just that opportunity, when I presided at a round- 
table on health called as part of a larger conference under the joint 
auspices of the CDVO and Welfare Council of New York City. 
What was unique about the session, however, was the presence of 
a number of representative young people from the city’s high 
schools, trade schools, and colleges. Here, in a spontaneous, unre- 
hearsed, and unself-conscious conversation, we had a chance to find 
out what youth thinks of us—and, believe me, these young people 
were not at all abashed about telling us the truth. 

Defining Their Terms,—Most important of all to me was their 
concept of health as it was revealed in their direct or indirect state- 
ments about it. Health, it appears, is something for doctors and 
nurses to safeguard; it is a kind of armor or shield which one dons 
with the aid of professional experts and which consists of the 
absence of or protection from disease. Further, it is something 
about which one passively “hears lectures” or “sees movies.” 

The whole concept of physical well-being as a positive aim in 
itself seems entirely foreign to these young people. Almost more 
important, at no time was there any admission that their own 
health could, by any stretch of the imagination, be their own re- 
sponsibility. 

They were generous with suggestions as to how the health of 
the city’s youth could be improved, but in every case their sugges- 
tions dealt with things we could do for them; never with things 
they could do for themselves. In other words, they seemed in 
complete agreement that the complete answer to all health prob- 
lems lies in more and better doctors, more and better nurses, more 
and better medical equipment. 

First Things First,—We can’t consider it really important, 
they told us, for if we did, “more time would be given it in school.” 


— 
ra 
u 
1a 
fie 
pr 
te 
Wi 
let 
ay 
of 
of 
ni 
te 
a 
f 
b 


il 


THE JOURNAL OF SCHOOL HEALTH 55 


We have found time in the school curriculum for French, geog- 
raphy, history, social sciences, mathematics, and numerous other 
subjects which we think our young people should learn. If we 
have something to teach them about health, why haven’t we digni- 
fied that subject too by scheduling regular classes for it? 

_ The students had their ideas, too, about how classes should be 
presented. For example, one boy pointed out that in his school the 
teacher taught hygiene by reading from a Red Cross manual. “It 
would impress us more,” he told us, “if we heard it as a regular 
lecture.” 

Theory Versus Practice,—There was disagreement as to the 
availability of facilities for physical education in the schools. One 
of the boys said that every school has gym classes and the majority 
of schools are well equipped, yet the majority of the students do 
not use the equipment. It is the star athletes, he told us, who mon- 
opolize all the facilities, while those whose performance is less 
skillful hesitate to ask for their turns. Here is a challenge to 
teachers. 

Another boy described the facilities in his school as “terrible,” 
and complained that the lack of showers meant that “we have to 
go on to other classes dripping sweat and being generally uncom- 
fortable.” It’s not surprising that he saw very little connection 
between gym and health education. A third boy said aston “gym 

can break you down as well as build you up.” 

When we came to the subject of chest X-rays, we were gratified 
to hear that most of the youngsters present had had them as part 
of a special tuberculosis case-finding program in the schools. We 
were considerably less gratified to learn that few of them knew 
why they were having them and almost none of them had been 
impressed with the desirability of having these X-rays periodically. 
Again they were passive recipients of services, rather than active 
guardians of their own health. 

To them the most easily indentifiable part of the school health 
program was the regular physical examination, and on this subject 
they were both vocal and in agreement. 

“The whole impression you get,” said one boy, “is that it is 
something which applies to gym and all they want to do is to be 
sure you can stand up long enough to get through it... . There are 
questions we would like to ask the doctor, but he is always in such 
a hurry.” 

“The school doctors don’t examine you all over,” another 
youngster complained. “They take a look at your eyes, and, if you 
happen to have a sore throat, they tell you to get your tonsils out. 
The schools should provide doctors who are interested and doctors 
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who like their profession. After all, that’s supposed to be the 
reason they took it up.” 

Diagnosis and Cure,—In short, out of the mouths of these 
young people came the unpleasant fact that our performance in 
health education and health service is a long way from the high- 
sounding statements we make and the ideal paper programs we 
plan. We have not made clear to our youth why we have health 
programs at all. We have not consulted them in the development 
of our programs, nor have we convinced them that they share the 
responsibility for our program. If, in spite of our failure to earn 
their interest, they still want information, they find their teachers 
reading to them out of books, and their doctors too busy to answer 


psp Author, George M. Wheatley, Metropolitan Life Insurance Com- 


New York City. Abstracted by Gertrude E. Cromwell. The Journal of 
Health and Physical Education, November, 1945. 


* * * * * 


Health and Physical Education,x—The Forty-Third Legislative 
Assembly of the State of Oregon passed House Bill No. 53, en- 
titled “‘An act to provide for ‘programs of health instruction and 
physical education in all elementary and high schools of the state, 
to provide for the planning, supervision, direction and evaluation 
of such programs by the superintendent of public instruction, and 
appropriating money therefor .. .”’ and to repeal certain other sec- 
tions of existing statutes. The law provides that all school dis- 
tricts in the State of Oregon shall—not may—provide in their re- 
spective schools programs of health instruction and physical edu- 
cation for the development of health and physical fitness for all 
elementary and high school pupils in such schools. The purpose is 
to promote, develop and maintain among pupils at all levels “op- 
timum physical growth, health and physical fitness.” The bill pre- 
scribes what shall be included in health instruction programs, 
namely “personal hygiene, community health and sanitation, com- 
municable diseases, nutrition, mental health, safety education, first 
aid, instruction in the choice and use of health services and health 
practices, instruction concerning the structure and functioning of 
the human body, the physiological effects of exercise, and such 
other instruction as the state superintendent of public instruction 
may deem important.” 

The program in Oregon is to be under the general direction of 
the superintendent of public instruction. Six mandatory functions 
are assigned to him: to (1) provide health examinations in the ele- 
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mentary and secondary schools, (2) provide and recommend pro- 
gram materials, (3) provide checks and standards by which the 
progress of individual pupils and the program of schools can be 
evaluated and the schools rated “in terms of their meeting the pur- 
poses of this act,” (4) coordinate the activities of governmental 
agencies which carry on functions in the schools related to the pur- 
poses of the act, (5) employ the necessary personnel and (6) make 
necessary rules and regulations. 

Subordinate school officials in local governmental units are 
made responsible for carrying out the rules and regulations issued 
by the superintendent of public instruction. Exemptions are pro- 
vided for constitutional or religious objectors who may wish to be 
excused from participation in the program outlined by the act. 

Responsible officials in Oregon met at once in order to put the 
provisions of the act into effect. The superintendent of schools has 
created an Oregon Joint Committee on Health and Physical Fit- 
ness, headed by Dr. R. W. Leighton, dean of physical education at 
the University of Oregon. This is the group which formulated the 
bill. A prime force in getting the legislation passed was the Ore- 
gon State Federation of Women’s Clubs. The Journal of the American 


Medical Association, July 14, 1945, Vol. 128, No. 11. 


New York Protects Its Student Athletes,—Protection for stu- 
dents participating in interscholastic sports is offered by New York 
State. Known as the Athletic Protection Plan, this commercial, 
non-profit enterprise has never failed to pay a claim, states John K. 
Archer, secretary-treasurer of the New York State Public High 
School Athletic Association in an article in Journal of the New 
York State School Board Association. 

The Protection Plan, which began in 1933 and is now a full 
fledged insurance corporation under the New York State Insurance 
Department, works very simply: 

1. The school desiring insurance sends to the state office for 
the enrollment blanks for the number of players to be protected. 

2. Each participant must pass a physical examination at the 
beginning of each sport season. 

3. Lists of players with the check for premiums are sent in 
at the beginning of each sport season. 

4. An injury is to be reported to the State office within 20 
days. 

5. Final claim papers are to be submitted within 90 days after 
the accident. 
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6. Benefit payments are sent to the school to be transmitted 
to the parents so that the doctor may be paid. 

Many boards of education throughout the state, writes Mr. 
Archer, require that all students participating in interscholastic 
sports must be covered. Some boards pay the entire fee which is 
$2.50 per boy for football, $1.00 for basketball, 50 cents for track 
or baseball. Other boards prefer that all premiums be paid out of 
gate receipts. Still other boards favor having the boys themselves 
pay a share of it so they’ll realize they’re protected. 

An increasing number of boards, according to Mr. Archer, 
having had bad experience with after-school sports injuries, are 
covering all boys and girls in intramural competition. The fee is 
only 60 cents per pupil for the entire school year and covers all 
doctor bills, dentist bills, and X-rays. 


A new premium provision has been added this fall. It permits 
a boy to be insured for all interscholastic sports for the entire year 
at a “blanket rate” of $2.75. For boys participating in football or 
wrestling and one other sport this coverage for the school year 
saves money and the necessity of sending separate premiums for 
each sport. For schools where football is not played there is a 
“blanket rate” for all interscholastic sports for the year for $1.50. 

The success of the Protection Plan, Mr. Archer points out, 
rests on this triangular foundation: 


1. The state office is one angle as it acts as the collecting 
agency, the depository, for funds necessary to meet medical and 
dental costs resulting from accidents to students. This office does 
not solicit accounts. It is entirely a non-profit service organization. 

2. The principal is the second angle of the triangle. He in- 
forms the board of education, his faculty, and the students in his 
school of the services of the Protection Plan. The coach or athletic 
director handles the details necessary to operate the Plan in the 
school. 


3. The physician or dentist form the third angle. It is through 
their surgical skill and corrective treatment that injured bodies 
are healed. They have every reason to expect prampt payment for 
their professional services. 

While this is for New York State only, many other states have 
similar insurance plans, but they are under the direction of the 
states’ athletic associations. School Management, Oct. 1945, p. 89. 
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PERSONAL 


FRANCIS T. SPAULDING: Dr. Francis Trow Spaulding 
was unanimously elected Commissioner of Education and Presi- 
dent of the University of the State of New York at a meeting of 
the Board of Regents held November 15th in Albany. Doctor 
Spaulding will succeed Commissioner George D. Stoddard, whose 
resignation was accepted by the Board of Regents to take effect 
June 30, 1946. 

Doctor Spaulding at the present time is a colonel in the Army 
and is Chief of the Army Education Branch of the Information 
and Education Division of the War Department. 

Born November 23, 1896, in Ware, Mass., Colonel Spaulding 
received the degree of Bachelor of Arts from Harvard University 
in 1916. He received the Master of Education degree from the 
same institution in 1921 and the Master of Arts degree from 
Columbia University in 1926, earning the Doctor of Education de- 
gree the same year at Harvard. He received an honorary degree 
of Doctor of Laws from Lawrence College, Appleton, Wis., in 1943. 

Doctor Spaulding began his teaching career in the William 
Hood Dunwoody Industrial Institute of Minneapolis, Minn. For 
seven years he held teaching and administrative position in public 
and private elementary and secondary schools, both in the State 
of New York and elsewhere. He was with the Army Education 
Service during World War I. 

In 1924, Doctor Spaulding was appointed instructor in educa- 
tion at Harvard University and became a member of the faculty 
of the Harvard University Graduate School of Education, holding 
successive appointments as assistant professor, associate professor 
and professor. He was appointed dean of the Graduate School of 
Education at Harvard in 1940 and has been on military leave of 
absence since 1942. 

The Commissioner-elect is already familiar with the major 
features of the educational programs in New York State. In 
1936-38 he was director of the study of secondary education of the 
Regents’ Inquiry into the Character and Cost of Public Education. 
He is author of a report on this study entitled High School and 
Life, which has had nation-wide circulation. 

Doctor Spaulding was a lecturer in education at Teachers Col- 
lege, Columbia University, in 1928-29. He served as a specialist 
in secondary school organization in the United States Office of 
Education in 1930-33, when he directed a national survey of sec- 
ondary schools. He is joint author of a report of this survey, en- 
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titled The Reorganized Secondary School. He is also the author 
of The Small Junior High School, numerous monographs and 
articles. 


The Commissioner-elect is a member of the Massachusetts 
Board of Education, American Association of Secondary School 
Principals, National Education Association, National Society for 
the Study of Education, American Education Research Associa- 
tion, National Society of College Teachers of Education, Phi Beta 
Kappa, Phi Delta Kappa, American Association of University Pro- 
fessors, Kappa Delta Pi and the Advisory Council of Scholastic 
Magazine. 


During the past three and one-half years, Colonel Spaulding 
has been in charge of planning, organizing and supervising the 
educational program of the armed forces, both in this country and 
overseas. The program is widely known through the United 
States Armed Forces Institute and its overseas branches, which 
offer correspondence instruction, self-teaching courses and mate- 
rials for class study to the troops in various theaters of operation. 
More recently the program has included educational provisions 
ranging from literacy training to advanced study at the college 


and university level for troops who are awaiting transportation 


back to the United States. Abstracted from Bulletin to the Schools, The 
University of the State of New York, November, 1945, p. 57. 
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